Panel C
WD, a 66-year-old Caucasian man, was referred to the Vascular Medicine Clinic for left hand paresthesias and evaluation of an absent left brachial blood pulse. Over the preceding 6 months, he reported the onset of numbness in the first and second digits of the left hand, which would resolve with rubbing and shaking. Also, he noted a loss of muscle mass in both arms. When he presented for a regularly scheduled annual physical exam, neither the nurse nor the internist were able to auscultate or palpate a blood pressure in the left arm.
Significant findings on physical examination included a blood pressure of 130/76 in the right arm and not obtainable in the left arm. Bilateral subclavian bruits were present. Pulse examination: brachial 2+ on the right (R), trace on the left (L); radial 2+ on R, absent on L; ulnar 1+ on R, absent on L. Systolic blood pressure in both ankles was 215 mmHg by palpation.
Erythrocyte sedimentation rate (ESR) was 33 mm/h. Arteriography of the left upper extremity demonstrated a long, diffuse, smooth, 90% stenosis of the distal axillary and proximal brachial arteries. In addition to this area of stenosis, the patient had stenoses in the right and left subclavian arteries (Panel A). Panel B shows a high power section of the patient's left temporal artery, which revealed an adventitial, lymphohistiocytic infiltrate and giant cells consistent with giant cell arteritis. Low power section demonstrates the typical disruption of the internal elastic lamina (Panel C).
The findings, including long, smooth upper extremity arterial stenoses contiguous with normal areas, were consistent with vasculitis, and in contrast with the irregular plaques and ulceration typical of atherosclerosis. Temporal artery biopsy confirmed the diagnosis of giant cell (temporal) arteritis (GCA). The mildly elevated sedimentation rate was atypical. Treatment with corticosteroids was initiated after the arteriogram was obtained.
The incidence of GCA climbs from about 1.5 per 100 000 in patients aged 50-59 years to nearly 30 per 100 000 in patients aged 70-79 years. This is a realtively common vascular disease of elderly people, which deserves attention. The most common presentation is a woman over the age of 50, generally around the age of 70, who has headaches, symptoms of vascular insufficiency of the jaw or eye, or symptoms of a chronic illness. Amaurosis fugax episodes with dimming or graying of vision are the most common complaint. Between 15% and 20% of patients present with large artery involvement. Claudicatory symptoms of the arms are the usual presentation in extracranial GCA. Missing this diagnosis can result in blindness, permanent disability, or death. Before corticosteroids were available, blindness developed in up to 80% of patients. Correct treatment with corticosteroids eliminates the worst sequelae. Mean duration of therapy in the literature varies between 9 months and 6 years, although most experts agree that 18-24 months of therapy is required. Relapses are frequent with short courses of therapy and are most commonly heralded by the return of constitutional signs, muscle aches, or rising ESR.
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